Dr. Taillens had said that the stomach was the primary organ at fault in practically all the cases, and here again, he (Dr. Hutchison) did not know that the experience in this country would support that; possibly the case was different in Switzerland. He classed dyspepsia in children into three groups: (1) primarily gastric; (2) primarily hepatic; (3) primarily intestinal. He was struck in practice-perhaps especially in private practicewith the number of cases in the hepatic group, those who were being overfed with "liver foods "-rich milk and cream,-who became irritable, lost appetite, wasted and had offensive breath, and who immediately improved and put on weight when the " liver foods " were cut down. These children also had acidosis and attacks of cyclic vomiting. These he had always considered as primarily hepatic cases, perhaps of " hepatic inadequacy," of children born with a liver which was not functioning very efficiently. And one could not help recognizing the primarily intestinal group. These correspond closely with Professor Taillens' description of children whose main complaint was constipation and the passage of mucus, with colicky pain.
Dr. Taillens had made the interesting statement-evidently after a good deal of investigation on the point-that hyperchlorhydria was of frequent occurrence; he spoke of an acidity of 6 per cent., which was a very high figure for anybody. But even if that high acidity was found, it did not necessarily follow that this was the cause of the symptoms. He would have thought that one of the most striking conclusions of modern gastrology was that these variations of acidity in the stomach, either upwards or downwards, i.e., hyperchlorhydria or achylia, were of comparatively little importance, so long as the stomach was performing its motor functions properly. He (Dr. Hutchison) would have thought that defective motility was responsible for a certain number of cases of primary gastric trouble in children.
There must be agreement with Dr. Taillens' treatment, because it had been proved by his success. It was only fair to point out, however, that with a different diet, but adopting the same hygienic measures, physicians in this country achieved just as great a measure of success. If one took these dyspeptic children from home and sent them to the seaside for two or three weeks, they at once began to eat better and to put on weight.
With regard to diet, in this country there was general agreement that a large number of the cases of dyspepsia in children were due to excessive consumption of carbohydrates, and success was achieved chiefly by cutting down starchy and sugary foods. That, of course, might be a question of national habit. Few observers at any rate seemed to have made so many accurate estimations of the gastric secretory function as Professor Taillens had done.
CASES AND SPECIMENS.
Congenital Short-neck.-ERIC PRITCHARD, M.D.-F. F., female, aged 1
year and 8 months.
Although there is no definite webbing between the mastoid process and the acromion process, the case appears to be an atypical example of Klippel Feil's disease, or web-neck ( fig. 1 ).
A skiagram shows definite congenital deformity of the lower cervical and upper dorsal vertebrae, which appear to be bifid, and there are either small cervical ribs, or enlarged transverse processes (fig. 2) .
The child has had right facial paralysis since birth, and there is a congenital nodule on the right cheek. There is also a right corneal ulcer, now improving under treatment.
Tumour of right side of neck (?) Teratoma.-ERIC PRITCHARD, M.D.-B. P., a girl, aged 4 years and 2 months, came to Infants' Hospital, October 11, 1927, with swelling on right side of neck, of four months' duration. Provisional diagnosis was cystic enlargement of thyroid or thymus, and the mother was instructed to bring the child six montbs later for further examination.
On May 3, 1928, patient was again brought to the hospital, having gained half a pound in weight (35 lb. 6 oz.). Swelling had completely disappeared from original situation. Patient was in perfect health, except for a slight cough and a small quantity of sputum. A fullness was now found about the right clavicle, which bulged slightly, as did the upper part of the right side of the thorax. There was also slight distension of the superficial vein on the front of the upper part of the right side of the chest. There was extreme dullness to percussion over the upper two-thirds of the front of the chest, with slight inspiratory stridor. Posteriorly, there was almost complete dullness to the level of the sixth dorsal spine, with extreme muffling of breath sounds. Skiagram showed dense circumscribed opacity over the area of dullness, giving an appearance of a cyst or empyema which did not conform completely with the position of the upper lobe. The lower external boundary was particularly sharply defined, suggesting the limits of a capsule. On March 26, 1928, child admitted as in-patient, with provisional diagnosis of sarcoma of lung; general condition appeared unchanged since May 3. While Radioam showing tumour on right side of thorax. Arrows from above downwards, in order, indicate: (1) Dislocation of cesophagus to the right; (2 and 3) pervious bronchi and bronchioles mapped out by injection with lipiodol. in hospital the temperature varied from 970 to 100°F., and there was a slight cough.
On June 12 child referred to Radium Institute for treatment.
On August 6, 1928, re-admitted to the Infants' Hospital and sent to Radium Institute on August 16 for further examination.
On October 6, again admitted to hospital. General condition still satisfactory. Weight stationary, and there was a slight cough, with a small quantity of bloodstained sputum. Right arm was a little swollen, but not cedematous. X-ray examinations showed no change; von Pirquet's test was negative; tuberculin test negative; hydatid complement fixation negative; Wassermann -reaction, weakly positive. Blood-count showed: hiemoglobin, 80 per cent.; red cells, 4,680,000; colour index, 0 * 095; white cells, 7,300. Examination under lipiodol and X-rays showed open bronchus to lower, lobe; no indication of bronchi in tumour area. Trachea displaced slightly to left.
Needling of second right interspace, in nipple line to depth of one and a half to two inches, revealed some resistance on passing through pleura or capsule. Deeper penetration was apparently into soft tissue. Blood-stained fluid contained blood corpuscles only.
The maintenance of good health during the last twelve months and the apparent stationary character of the swelling for the last six months, combined with the maintenance of weight, militate against a diagnosis of sarcoma.
Di8cassion.-Dr. BERNARD SCHLESINGER said that early in the year he had shown a case of which Dr. Pritchard's case reminded him strikingly. The child was of about the same age and had similar signs in the chest, although there had never been anything abnormal visible in the neck. The X-ray appearances of the lungs were almost identical with those seen in Dr. Pritchard's skiagram. A diagnosis of mediastinal dermoid had been made, and needling of the tumour had only produced blood, as in this case. In most instances the dermoid arose from the mediastinum and not in the lung itself, and this might account for the lymphatic and venous obstruction of the arm and neck, and might easily have caused stridor by pressure on the trachea. The signs in the lung in this case-a resonant percussion note and good air entry at the base, with distant tubular breath-sounds and dullness over the upper part of the right side of the chest-were more compatible with collapse of part of the lung from pressure, than with disease of the lung substance. A lung lesion of such long duration would almost certainly have resulted in more distinctive symptoms than this patient complained of. Confirmatory evidence of the actual site of the tumour might possibly be obtained by X-ray examination after the establishment of a partial pneumothorax on the affected side. If the tumour were in the lung it would tend to collapse with the lung, or prevent the lung from collapsing. If on the other hand it were outside the lung, the tumour would stand out in greater contrast after complete collapse of the lung by pneumothorax. This method had been attempted in his case, but, owing to pleural adhesions, a successful pneumothorax had not been obtained. Nevertheless it might be worth trying in this case in order to establish the diagnosis definitely. He did not advise operative treatment here because of the fatalities that had almost invariably attended surgical interference in the past.
Professor F. LANGMEAD suggested that it would be well to explore this child's chest by an open operation. He supposed that by the term " dermoid " a teratoma was meant. He agreed that this was the probable diagnosis and that so well-defined and dense an outline in the radiogram made sarcoma most unlikely. He saw no means other than by open exploration of establishing the diagnosis, and assessing the prospects of treatment by removal or otherwise.
Dr. F. J. POYNTON (President) referred to the case of an infant aged four months, whom Dr. Eric Lloyd had asked him to see. The child had dyspncea, and there was dullness across the front of the chest, and the appearance in a skiagram was rather like that of a pericarditis the wrong way up. He had found a fluid thrill going from one side to the other, and had advised chest aspiration. A clear fluid had come at first and had continued to do so for some time; at last a milky fluid had been obtained. A sure diagnosis could not be made, and several times operation was discussed. Eventually the child died, and a specimen from the case was now in the Royal College of Surgeons' Museum. It showed a teratoma in relation to the mediastinum. In that instance an operation would have proved fatal. He (Dr. Poynton) was not, however, applying the lesson in the present instance, but referred to the case in connexion with the suggestion of teratoma.
